An 81-year-old female patient with rectal bleeding caused due to a 2-cm stalked sigmoid polyp was referred to our center for polypectomy. She had a history of chronic cholecystitis with several episodes of biliary colic without jaundice or fever since the past few years (she refused surgical treatment). Physical examination was insignificant, whereas laboratory tests revealed cholestasis. Abdominal ultrasound (US) revealed dilated intra-and extra-hepatic bile ducts-a common bile duct measuring up to 20 mm with an inhomogeneous mass within it with discrete acoustic shadowing; the gallbladder was enlarged and thick-walled, with microlithiasis. The patient was scheduled for sigmoid polypectomy and endoscopic retrograde cholangiopancreatography. The stalked sigmoid polyp was removed using an endoloop and a snare without any complications. The histology revealed tubulovillous adenoma with high-grade dysplasia. The endoscopic retrograde cholangiopancreatography showed a flat and sclerotic papillary orifice, with an irregular filling defect in the dilated common bile duct. A sphincterotomy was performed, and a part of a reddish, lobulated polyp (10 mm) with insignificant hemobilia was extracted using Dormia basket (Figure 1 ). The procedure was terminated to further evaluate the type and the extent of the lesion. The histology revealed an adenoma with low-grade dysplasia (Figure 2 ). Endoscopic ultrasound examination of the biliary tree (transduodenal view, linear probe GF-UCT180, Olympus; Aloka Alpha 7, Hitachi) showed a persisting dilation of the common bile duct with a hypoechoic, homogeneic, lobulated lesion measuring >45 mm "floating" in the bile. The tumor engaged about two-thirds of the common bile duct lumen, had broad vascularization, and was connected to the bile duct wall on a small surface, resembling a stalk (Figure 3a, 3b) . No infiltration or significant lymph nodes were detected, and the patient was indicated for surgery. Through laparoscopic approach, a broad choledochotomy was performed revealing a large villous-looking polyp attached to the posteriormedial wall of the bile duct in the area of the cystic duct, followed by instrumental revision of the biliary tree. The polyp was removed through the site of choledochotomy, and the stalk area was coagulated, followed by cholecystectomy (Figure 4 ). In the 8 months of follow-up, the patient is symptom-free, with normalsized bile ducts and normal laboratory tests. An informed consent was signed by the patient for all medical procedures undertaken and publication purposes. Benign lesions of the extra-hepatic biliary tree are very rare compared with malignancies and account for only 0.1% of biliary tract operations and 6% of all extra-hepatic bile duct masses (1). These adenomas are rare findings that are usually detected incidentally in removed gallbladders (cholelithiasis, chronic cholecystitis). However, they can occur anywhere in the extrahepatic bile ducts with uncertain malignant potential, and there are FIG. 1. A piece of common bile duct adenoma being extracted using Dormia basket after papillotomy and endoscopic retrograde cholangiopancreatography.
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FIG. 2.
Common bile duct adenoma with low-grade dysplasia (H&E x40). 
